Objective measures of severity of asthma (peak expiratory flow and arterial blood gases) were recorded more frequently by thoracic physicians than by general physicians in both 1978 and 1985 (table 3) . These measures were also recorded more frequently in 1985 than in 1978 (table 3) . Figure 2 shows the relation between the functional grade recorded on admission with pulse rate, arterial carbon dioxide tension (Paco2), and arterial oxygen tension (Pao2) in 1978 and 1985. These measures of severity were broadly similar between the two years, though Pao2 was higher in group 4 in 1985. Pao2 was often recorded while the patient was receiving supplementary oxygen.
INITIAL AND MAINTENANCE TREATMENT
In 1978 non-thoracic units were more likely to give a bolus of intravenous aminophylline than thoracic units (770 v 440). In 1985 the difference was not significant (24% v 17%).
The proportion of patients receiving a bolus injection of aminophylline was smaller in 1985 (20%) than in 1978 (61 %; p < 0-001). Table 4 shows the treatment given in 1978 and 1985.
In 1985 aminophylline was prescribed less, whether as a single bolus or an infusion or combined with inhaled bronchodilators. Metered dose inhalers were used less as initial treatment and nebulisers were used almost universally. Oral prednisolone was given more often in 1985 and intravenous hydrocortisone was more likely to be continued beyond a single dose.
In 1985 the initial treatment given by thoracic and general units did not differ significantly except that thoracic units were more likely to give infused hydrocortisone (95 o confidence limits 1-4, 29-1).
Nine patients in the 20% sample (five from 
Discussion
The apparent rise in morbidity and mortality from asthma has led to concern about the quality of management of the disease both in the community and in hospital. Studies comparing hospital management by specialist thoracic physicians and by general physicians and physicians with other specialist interests"' have concluded that there are deficiencies in hospital management of acute severe asthma that are worse in general units."' These studies have looked at management at a particular point in time and provide no information about change in hospital management. Our study has enabled us to compare the characteristics ofpatients admitted to hospital with acute asthma in 1978 and 1985 and clinical management by specialist and non-specialist physicians during the same years.
In both years about half the patients were treated by a thoracic specialist. Thus half of all acute severe asthma in the two regions is managed by a general physician without a thoracic interest. Clearly therefore pleas for optimum management need to be addressed equally to general and thoracic colleagues.
In the two years the patients were similar in Morbidity from asthma after discharge is known to be lower in patients managed by thoracic physicians.9 10 We have no data on the morbidity of the patients after discharge but in 1985 thoracic physicians were more likely to prescribe a course of oral corticosteroids and arrange an outpatient follow up appointment. Both of these might be expected to lead to less morbidity after discharge. The substantial increase in prescription of oral corticosteroids and inhaled preventive medication between 1978 and 1985 suggests an overall improvement in the standard of hospital management.
Despite an apparent improvement in assessment and treatment we observed a significant difference in the number of patients requiring assisted ventilation between the two periods. The arterial blood gases in the most severely affected group suggest that the patients had more severe asthma than in 1978, not that the physicians' threshold for ventilation was lower (fig 2) .
Hospital management of acute severe asthma appears to have improved between 1978 and 1985. The 1978 study is unlikely to have had a specific effect on the particular hospitals concerned because the results of the study were not well publicised. We believe that the changes in management are more likely to be a response to more general recommendations for better management and that the changes seen in these hospitals are representative of most others. In 1978 36% of patients under the care of general physicians and 180% of those under thoracic physicians were not even treated with an inhaled bronchodilator. In 1985 more standardised treatment regimens seem to have been used. Asthmatic patients presented earlier in 1985 in the two catchment areas. This may be because of increased awareness of the dangers of delay or because those with more severe disease are likely to seek help early. Despite this, slightly more of the patients in 1985 were severely ill on admission, both clinically and according to blood gas analysis.
Our findings suggest that acute severe asthma occurred more frequently in 1985 than it did in 1978 in the 15-45 year old age group and that when it occurred there was a tendency to increased severity-despite improved management in both thoracic and general units and despite earlier presentation. Further improvements in management at home and in hospital might help to combat this.>"
We would like to thank the physicians in Birmingham and Manchester for giving permission to study their patients, Dr J Osman for allowing us to use data collected for the year 1978, Miss Rachel Hatton and Miss Nicola Lees for typing the manuscript, and Mr T Marshall for statistical advice.
